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EDITORIAL 

COLIN DRUMMOND 

Now we are four! 

AS we approach SCAN’s fourth 
birthday it seems a good time to 
reflect on its development so far and 
what the future holds. Although still 
something of a toddler, the little 
chappie has come a long way since 
his conception somewhere in the 
depths of the Department of Health 
(I don’t think we should go into that 
bit of the story on the grounds of 
taste). 

But considering development 
since birth, SCAN is ahead of most of 
the milestones that we had 
anticipated. We now have over 300 
full and affiliate members in the 
British Isles. There have been 
thirteen issues of SCANbites with a 
circulation of 1,300, four national 
conferences, the mapping, 
engagement and support of the 
SpRs, including three national SpR 
conferences under the SCAN 
umbrella, a consensus report on 
inpatient treatment that has already 
had an impact, with more consensus 
projects in the pipeline, and a 
website that non-SCAN members are 
keen to get greater access to. 

Further, SCAN has contributed to 
a reduction in the number of unfilled 
consultant addiction psychiatry posts 
nationally, which was a significant 
problem pre-SCAN. 

Like the proud father there is of 
course a risk of boring others about 
the multitude of achievements only 
the parents can marvel at: “did you 
know he can already say ‘Gaa, Gaa’ in 
6 languages etc”. Nevertheless, I do 
have a strong sense of paternal pride 
page 2, column 2 



EILISH GILVARRY 


What is happening in the field of 
young people and substance misuse? 


THIS is an exciting time to be involved in the 
young people’s addiction field with much 
development in policy and guidance at present in 
England. 

Many of you will be aware of the consultation 
on the Home Office website on the new drug 
strategy There is a significant section on young 
people, looking at current education, integrated 
services and specialist treatment and training. 

The report notes the improvements needed in 
the evidence base for primary education 
programmes and awaits the results of the 
research programme, Blueprint, due shortly 

The current approach is to address 
substance misuse treatment within the context of 
children’s services and this is likely to continue. 
They note that specialist treatment is essential, 
both to ‘respond to the needs of those already 
using and as a source of expertise and support to 
mainstream agencies’. 

A recent review, the ‘Deep Dig’ by DFES 
(now the DCSF) and NTA noted the 
improvement in provision though this still varies 


considerably There has been much discussion 
about a ‘new’ definition of treatment. Specialist 
treatment is now defined as ‘a care planned 
medical psychosocial, or harm reduction 
intervention aimed at alleviating current harm 
caused by a young person’s substance misuse’. 
This definition is due to be finalised shortly The 
NTA have been working very hard in this field 
with two main areas of work: the production of 
guidance to assist commissioners and providers, 
and the integration of the young people’s 
treatment planning into the core function of NTA 
regional teams. 

The guidance due shortly is multiple, both 
relating to policy and to practice. Some guidance 
is specific to young people though some of the 
adult work by NTA and SCAN, prison health, NICE 
(guidelines and technology appraisals) etc will be 
relevant to young people. These in particular are 
the NICE guidelines for opiate detoxification and 
psychosocial guidelines which includes age 16 
upwards. The public health section of NICE have 
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ADDICTION PSYCHIATRY 


Young people and substance misuse 


published advice on prevention of drug misuse in 
disadvantaged young people, though this age group spans to 
age 25 years. This consists of five recommendations: the 
existence of a strategy to prevent substance misuse, screening 
for substance misuse, motivational interviewing for those 
using, a parent programme for those using or at risk from 11- 
16 years and a behavioural programme for those aggressive 
or disruptive children age 10-12 years. Some of these such as 
the parent programme for 2 years seem aspirational at best. 
NICE is further consulting on alcohol education in schools. 
The ‘Orange’ guidelines due for publication at the end of 
September 2007 include some specific guidance for the 
younger age group. 

More specifically, guidelines on clinical management in 
the secure estate have been drafted with an expert group of 
the great and the good from child, prison and addictions field 
and have been piloted in some areas of the secure estate. 
Lessons have been taken from these pilot areas and they are 
currently being re-drafted and are due later this year. At the 
same time, community guidelines are currently being written 
specifically for young people relating to pharmacological 
approaches in the community 

The NTA has already written guidance for commissioners, 
this is on the website now for consultation. It notes that 
commissioning should occur with the context of Children’s 
Trusts/Strategic partnerships and be comprehensive. The NTA 
in consultation is further drafting guidance for providers. 

There is an interest group on adolescent substance 
misuse at the Royal College of Psychiatrists (SCAN maintains 
an update of those interested in this group) who meet 
regularly and are conducting aspects of audit and research 
over the next period. This is a network of friendly peers who 
get on well and have a lively discussion of topics. This group 
has developed an excellent relationship with the NTA which 
has provided a research worker to help with some of the 
work. 

Firstly, is a national survey of pharmacological approaches 
to under 18 years from specialist substance misuse services in 
England. A questionnaire has been devised, and with support 
from NTA, central and regional teams we hope to complete a 
database of those who prescribe to this age group. This will 
yield much information on patterns of prescribing but also 
develop a cadre of people who can work together and 
develop further training. A report on different types of service 
delivery models is being written. Excitingly we are further 
developing ‘practice parameters’ similar to those devised by 
the adolescent psychiatry group in the US, essentially a 
consensus on the available evidence and best practice to 
employ in adolescent services. 

It truly is an interesting, exciting and busy time. Anyone 
interested in working with the adolescent group is welcome 
to contact SCAN. These aspects of work will be discussed at 

the SCAN conference and there is also a conference 



planned for November. 

Dr Eilish Gilvarry, Consultant Addiction 
Psychiatrist, Northumberland, Tyne and Wear 
NHS Mental Health Trust 




at what has been achieved in a short 
space of time by a small and highly 
dedicated team and the unstinting 
support of SCAN members and our 
sponsoring organisations: DH, NTA, 
RCPsych. 

But before we blow out our fork 
handles (sorry couldn’t resist that) 
and toast the birthday boy, it is worth 
thinking ahead and start making a 
few plans for SCAN. Has SCAN got a 
future? It is worth thinking about that 
for a moment, morbid as the thought 
seems. While SCAN is in good health 
at the moment and is shortly to 
receive a shot in the arm with the 
arrival of two highly talented new 
team members (a sort of double 
rather than triple jab - more of which 
later) SCAN’s future health depends 
crucially on money 

While SCAN has not been 
funded on the same kind of scale as 
some similar and more established 
centrally funded networks, it has so 
far enjoyed enough funding to meet 
the project brief and provide most of 
its services at no cost to full 
members. The augers are, though, 
that central funding for professional 
networks is unlikely to continue at 
the same level indefinitely So this 


needs to be carefully thought 
through in consultation with the 
membership and other key 
stakeholders. From the SCAN team’s 
own internal discussions there are 
three main options. 

First we could say SCAN has done a 
great job, sorted everything out and 
the reasons for conceiving SCAN in 
the first place (professional isolation, 
lack of consensus, disengagement 
from the policy and commissioning 
agenda etc.) no longer exist. 
Everything is now fine, everyone’s 
happy, it’s time to wind it down and 
leave the future to other 
organisations. That maybe the view 
of some, but it’s not what I am 
hearing from most specialist 
colleagues or reading in the pages of 
SCANbites. Yes, things have 
improved, specialists are generally 
feeling better supported and 
engaged, but there is still much to be 
done. Further, having invested a large 
amount of public money over the 
past four years to address clearly 
identified problems and achieving 
consistently high levels of satisfaction 
with members, it could be argued 
that pulling the plug at this point 


Addiction psychiatry: art or science? 

TO paraphrase a little known saying "whenever I hear the words evidence 
based I reach for my gun"! As an Addiction Psychiatrist the existing 
research literature fails to adequately reflect my daily practice, for the core 
intervention of boundary setting is completely ignored by researchers. 

Every day I and my team take a multitude of decisions that impinge on our 
patient's choice and freedom of behaviour. Unlike dealers who on payment 
hand over drugs with no strings attached, we impose conditions. We set 
targets, forbid certain behaviours and consent to others - with the aim of 
changing the patient's behaviour and hopefully their attitude. Methadone 
prescriptions and other interventions are often mere tools in setting these 
boundaries. 

There is a subjective element to setting limits, as it reflects our own values 
and codes of behaviour. In this respect each person is slightly different and 
clinical teams have to achieve a coalescence of views in order to maintain a 
consistent approach. By definition there will be differences between teams 
and patients entering treatment in services across the country 
will experience variations in this boundary setting milieu. 

Many aspects of treatment encompass boundary setting. At 
what point do we decide treatment has failed and stop the 
prescription? Some teams demand more rapid change from 
patients while others provide a prescription until the patient 
simply fails to attend further appointments. When do we reduce 
the script as a warning to continued illicit drug use and when do 
we increase it to enable the patient to stop? What priority is 
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would be somewhat unwise if not 
illogical. But, infanticidal as this 
might seem it is of course up for 
debate along with other options. 

Option 2 is to focus down on a 
narrower range of SCAN activities in 
line with any reductions in financial 
support, focusing on only the 
elements felt to be of greatest 
importance or impact. We could 
chop bits off and see if it survived. 
But the biggest problem is that 
when you start with a team of four 
people (two of whom are part-time) 
after a certain point, chopping bits 
off can lead to an untimely demise. 
So I suppose it depends on what 
bits, how many and how crucial they 
are to survival. 

Option 3, and this is the SCAN 
team’s preferred option, would be 
over the next few years to move to a 
more sustainable financial model. 

We have already gradually reduced 
the level of central funding 
supporting our conference and 
asked delegates to shoulder more of 
the costs. But the conference’s price 
elasticity, or put more simply the 
number of bums on seats as the cost 


increases, remains to be fully tested. 
Similarly charging a subscription for 
membership, or SCANbites, or other 
SCAN products could raise income, 
and within a free market it would 
succeed or not in competition with 
other products and services. There 
would be a certain amount of 
elasticity through study leave 
budgets and tax deductable 
professional expenses. But, rather 
like the case of NHS, we believe it is 
not sensible to leave everything to 
market forces. And from the public 
funder’s perspective, the question 
would be whether the public good is 
better served by ensuring sufficient 
central funding to allow the survival 
of SCAN, rather than taking a chance 
on the market or hoping for a 
windfall. 

Over the coming months we will be 
consulting SCAN members and 
other stakeholders about the future 
of SCAN. Within option 3 there is the 
potential to open the membership 
up to other disciplines, other parts 
of the UK not currently served by 
SCAN (we have already had some 
preliminary discussions with 
devolved administrations) or indeed 


further afield in the world. Of course 
that would change the direction of 
SCAN, possibly for the better. Or it 
could dilute SCAN’s core mission. 
Additionally, consideration needs to 
be given to developing what is now 
our newsletter into a peer reviewed 
journal accepting research 
submissions relevant to SCAN’s core 
agenda, whilst maintaining a mix of 
news, views and debate which has 
characterised its early life and is 
popular with the readership 
including non-SCAN members. We 
are very lucky to be joined by two 
new members of the SCAN team 
following a national recruitment 
process: Dr Judy Myles, and Dr Julia 
Sinclair. Both will be working with 
SCAN on a part-time basis. They 
bring a tremendous range of skills 
and ideas which will be crucial to 
developing a sustainable future for 
SCAN. 

So, happy birthday SCAN, and 
remember to make a wish before 
blowing the candles out. But forget 
the myth about not telling anyone 
what your wish is, else it won’t come 
true! Do tell us what your wishes are 
for SCAN over the coming months 
on scan@nta-nhs.org 


Our preference 
is to move 
towards a 
more 

sustainable 
financial mode. 



given to alcohol, stimulant or other drug use among opiate addicts? When 
do we decide to vary the frequency medication is collected from the 
pharmacy and what arrangement do we make for holidays? All these 
judgements coalesce into a style of boundary setting that will be 
characteristic of a particular service. Quite apart from these individual value 
judgements, the structure of the service may also contribute. The limits set 
by a general practitioner in a surgery will differ from those set by a 
community drug team. As a result different services may tolerate varying 
degrees of behaviour with subtly different treatment goals. This may not 
necessarily be a bad thing - for just as in parenting - there may be a range 
of equally effective approaches. However the research literature on 
parenting styles is extensive while it is rare to find any relevant studies in 
addictions. 

The explanation for this deficit lies in the difficulty in measuring 'boundary 
setting'. It is easier to count days in treatment or doses of methadone. This 
predilection to measure the obviously measurable rather than the most 
relevant activity extends into other areas. Improvement in drug misuse is 
difficult to quantify. There is no easy tool to use and even urine testing 
cannot measure subtle change. Hence research has relied on proxy 
measures but at least this is always openly acknowledged. The effect of 
denying the "elephant in the living room" is more pernicious. 

Interpreting published research is problematic for I cannot tell if the service 
described is comparable to my own. How valid are the results if such an 
important variable impacting on treatment is ignored? We cannot presume 
that services in the United States or Australia set similar boundaries to UK 
services. We cannot even assume that services in the UK are entirely 
comparable. The absence of any standardised assessment of boundary 


setting is a major weakness of current research. 

The recent draft guidance on psychosocial interventions in substance 
misuse from NICE is a good example of how the research community exists 
in a parallel universe to clinical practitioners. There is no mention of 
casework, boundary setting or interagency collaboration - the standard 
psychosocial interventions delivered across the country. There is no analysis 
of the component elements for counselling drug addicts. Instead there is an 
emphasis on the esoteric and experimental, reflecting the preoccupation of 
published research. Researchers seem more interested in what I don't do, 
rarely do, or some think I ought to be doing, rather than what I actually do. 
Is it any wonder that clinicians are often misunderstood by health service 
managers and commissioners? 

In the highly centralist NHS of today even intellectual concepts are 
homogenised into oft repeated slogans. It is taken for granted that in the 
new millennium we all practise evidence based medicine. The cardiologist 
and the haematologist can look one in the eye confident in the affirmation 
of their evidence based practice. Yet like the emperor's new clothes we can 
only pretend and our gaze is met by the misty incomprehension of 
commissioners whose notion of treatment not only lacks an evidence base 
but has never been honed through daily contact with patients. Were I to 
restrict myself only to evidence based practice, I would be out of a job. If 
science is defined as tested hypotheses through careful experiment, then 
what I practise must be deemed more art than science. Do I hear you cry 
"where is the evidence base for this art?" - where is my gun! 

Dr Mervyn London, Consultant Addiction Psychiatrist, Drug & Alcohol 
Service, Cambridgeshire and Peterborough Mental Health NHS Trust 
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INTERVIEW 


Hamid Ghodse, pioneer 


Prof Ghodse has been a pioneer in the addiction field for many years as a 


clinician, researcher and teacher. He was appointed to the first chair in 


addiction in an undergraduate medical school in the UK. He has also been 


closely involved in international developments through his work as the 


President of the International Narcotics Control Board and as Director of the 


International Centre for Drug Policy at St George’s, University of London. 
Interview by Colin Drummond 


CD - How did you become involved 

HG - NpSAD is an epidemiological tool, 


in the addiction field and what was it 

which is used as an indicator of drug 


that attracted you to make it your 

misuse in the population, providing 


chosen lifetime career? 

early monitoring of trends, and to some 
extent the nature of the problem. 


HG - Well, from medical school I was 

Studying drug related deaths is a 


very interested in issues related to 

science in itself and one can glean a lot 


psychiatry and mental health. In the 

of information for example from 


early days of my training as an SHO at 

studying the various drug combinations 


Barts and Hackney in the late 1960s, I 

involved in death and the physical and 


came into contact for the first time with 

sometimes the mental state of the 


the very thriving and active drug clinic 
at Hackney The consultant was John 

person before he or she died. 


Reed and there was a very good clinical 

CD - What can we learn in the UK 


assistant called John Mack. It was the 

from international experience and 


first year of the clinic which was one of 
only 14 drug clinics in the country I 

trends in addictions? 


became interested in the complexity of 

HG - I think this question can be 


the clinical cases that were coming in. 

turned around into what can other 
countries learn from the UK? - because 


CD - Was this was mainly heroin 

the UK has the highest prevalence of 


addiction? 

drug misusers in Europe and we have 
the longest experience in developing 


HG - It was mostly heroin and cocaine 

treatment services. Many European 


addiction, and at that time, cocaine was 

countries have followed the UK in 


as serious a problem as heroin. The 

terms of drug misuse trends and in 


patients had been using very large 

developing drug programmes some 


doses on prescriptions obtained from 

10-15 years later. 


private practitioners and they 

Some of the things which are 


subsequently came to the newly 

looked at in other countries as a new 


established drug clinics. In those days 

innovation were tried and tested here 


managing these complicated cases of 

some 20-30 years ago. There is a body 


addiction on very large doses of drugs 

of knowledge and experience in the 


was largely a matter of trial and error 

UK. But that does not mean that we 


because there was little in the way of 

cannot learn from other countries too. 

You have to 

collective experience in the UK. A lot of 

For example, alcohol and drug research 

be a good 

the time was spent interfacing with 

carried out in the 1940s and 1950s, 

physician 

different aspects of medicine, and not 

some of which would not be possible to 

only psychiatry and mental health. It 

conduct today, informed much of our 


was as much to do with acute medicine 

understanding of the pharmacology of 


and the physical complications of drug 

drugs of abuse. It is also important to 


problems as with managing the 

note that the amount of investment in 


addiction itself. 

addiction research and treatment 
development in North America is many 


CD - You have a longstanding interest 

times greater than in the UK and we can 


in drug related deaths, including the 
National Programme on Substance 

learn a lot from that. 


Abuse Deaths. What has been learned 

CD - What makes a good addiction 


about this? 

psychiatrist? What are the qualities? 




HG - One has to be a very good 
physician. Many of the complications of 
addiction that we were talking about are 
physical in nature rather than 
psychiatric. Then of course to 
understand and help addiction 
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problems one has to be a very good 
psychiatrist. Understanding the 
psychopathology of craving, 
compulsion and addictive behaviour is 
crucial. And it is essential to understand 
the issues related to the development 


of policy and to be a good 
communicator. One also needs to be an 
advocate for the field, including raising 
the profile of the plight of those 
affected by addiction, as they are not 
always the most popular group with 
policy makers and the general public. 

CD - What advice would you give a 
trainee contemplating a career in 
addiction? 

HG -1 think it is an extremely exciting 
field. It is a field I have been in for over 
35 years and I have never been bored. 
Many of the questions may be the same 
now as then, but you see different 
individuals whose problems may be 
similar but they are never exactly the 
same. I think it is a very exciting field for 
both practitioners of medicine and for 
those in research. There is always 
research that needs to be done in 
addiction. That would keep a trainee 
doctor interested for the next 30 years 
of his or her career. 

CD - How do you feel SCAN can 
contribute to the development of the 
field in future years? 

HG - When SCAN was in the early days 
of its development, I was not 
particularly optimistic that it would take 
off as it has done now. I think that it is 
an excellent initiative that has brought 
specialists up and down the country 
together, providing the opportunity to 
collaborate with each other and to lend 
and borrow, to communicate. It has 
been much more than just a good club 
of friends. 

It is now an institution for 
specialists and has done perhaps better 
than the College in bringing the field 
together. Of course SCAN and the 
College are not in competition, but 
SCAN has been able to go beyond what 
the College can provide. SCAN needs to 
continue to develop and should receive 
every support to do so. 

CD - What sort of things do you think 
SCAN should be focusing on and 
trying to achieve over the next few 
years? 

HG -1 think the chief thing as far as 
SCAN is concerned is maintaining the 
continuity of what you have developed. 
It would be difficult to point to one 
issue that SCAN should be taking up as 
the picture is constantly changing. But 
important things to focus on would be 


making use of the SCAN network and 
the wide range of expertise within it to 
support addiction policy development. 
Perhaps this needs to be done in a 
more formal forum with policy makers. 
And of course as the field rapidly 
changes, SCAN needs to be dynamic 
and to attend to the current issues of 
the day. 

CD -What can be done about raising 
awareness and expertise in the 
medical profession with dealing with 
drug and alcohol problems? 

HG -1 think that really has to start from 
the undergraduate in medical school. 
Although there have been some 
changes, many students do not get 
enough technical knowledge about 
drugs, alcohol and smoking to be able 
to help patients with these problems in 
all branches of medicine. Many of the 
medical schools in the UK do not have 
formal addiction training as part of the 
curriculum. 

Indeed, it’s quite sad to see that 
when drugs and alcohol and smoking 
contribute to so many of the 
complications which are common 
across the practice of medicine, study of 
this is left to postgraduate level 
education in certain specilities; there 
are many missed training opportunities. 
It is also important to recognise that 
health professionals themselves are at 
risk of developing addiction problems, 
and so if nothing else, awareness of this 
from an early stage of training is 
important to doctors’ future fitness to 
practise. 


CD - You are currently leading a 
Department of Health sponsored 
initiative to improve undergraduate 
education in medical schools... 

HG - Yes, I am delighted to say that the 
UK medical schools together have 
developed a national curriculum for 
substance misuse which includes 
alcohol, drugs and smoking and the 
next stage of the program will be to 
pilot this in a number of medical 
schools. Having a curriculum is one 
thing, good implementation and good 
documentation is something else. Then 
the plan is to implement this in all of 
the medical schools in the UK. This will 
contribute to a medical workforce that 
is better equipped to deal with the 
common problems associated with 
addiction that present in all branches of 
medicine. 


In the early 
days I wasn’t 
particularly 
optimistic 
about SCAN... 
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Dr John Marsden 
and Dr Michael 
Farrell, Institute of 
Psychiatry, King's 
College London 
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What is TOP? 

TREATMENT outcome measurement is 
what we need to get a more reliable 
picture of the impact of our treatments. 
Currently there is a wide range of 
existing outcome monitoring tools in use 
in different settings. Some perform 
better than others, and some are more 
time consuming than others. Few have 
achieved the goal of getting the 
outcome measures embedded into 
clinical management information 
systems and run as part of routine 
clinical practice. The pressure on process 
indicators such as treatment retention 
has highlighted the need for other 
measures to indicate the actual impact 
of treatment on clinically relevant 
outcomes. A reliable outcome 
instrument should enable us to invest in 
improving quality of treatment in a 
manner that is guided by clinical 
outcome results. The National Treatment 
Agency for Substance Misuse (NTA) 
aimed to develop outcome measures in 
a nationally standardised and 
comparable way, useful to clients, 
clinicians, commissioners and those 
responsible for performance 
management. To achieve this the NTA 
has commissioned and developed a new 
treatment outcomes measurement 
instrument called the Treatment 
Outcome Profile (TOP). 

TOP was launched by the NTA in May 
and is being rolled out across the 
country now and over the next few 
months. TOP meets important criteria 
for an outcome tool: 

• It reflects the main problems that 
clients in structured substance misuse 
interventions experience (and covers 
the four main domains widely 
accepted as relevant to drug treatment 
outcomes) 

• It is in a form that is useful in clinical 
practice and can provide helpful 
feedback to clients to build and 
maintain change motivation 

• It is straightforward to complete 

• It is brief, to minimise the time taken 
to collect the information 

• Data collected is to be incorporated 
into the National Drug Treatment 
Monitoring System. 

TOP will be administered by clinicians at 
the start of structured drug treatment, at 
care plan reviews every three months, at 
discharge and can also be used post¬ 
discharge. It is designed to be brief, is on 
one side of A4, and takes on average 10 
minutes to complete. It asks a limited set 


of important and validated outcome 
questions but does not in any way 
replace the need for skilled clinical 
reviews by clinicians. 

The field testing and validation of 
TOP involved a large-scale study from 
November 2006 to May 2007 with over 
70 drug treatment services and 
approximately 1000 clients. This involved 
key workers administering TOP and a 
series of comparative questionnaires at 
baseline and after a month. The 
questionnaires compared new TOP 
questions with elements of existing, 
validated outcome monitoring tools and 
with a sample of oral fluid drug tests. 
The finalised TOP contains only those 
questions found to be reliable and valid. 
These consist of three basic types: 

• Frequency of behaviour (days in each 
of past 4 weeks) 

• Incidence of behaviour (whether 
behaviour occurred 'yes/no') 

• Simple rating scale 0 (poor) to 20 
(good). 

These cover the domains of substance 
use, physical and psychological well 
being, criminal behaviour, social 
functioning (housing, work status and 
quality of life). Contrasting the scores 
from these during care plan reviews will 
indicate change. The items have been 
chosen that indicate change over time 


and the instrument is designed to 
measure change. 

The value of much of the 
information will be to provide - at a key 
worker, agency, locality and national 
level - a picture of aggregate outcomes 
and to develop benchmark outcomes. 
Also it is hoped that it will help to 
characterise the case mix of different 
case loads on an ongoing basis. 

The roll-out of the TOP for clinical 
use is being driven by a series of regional 
events. Treatment services will shortly 
receive a pack of TOP forms and 
supporting materials, including a 
training resource, keyworker guide, 
manager's implementation guide and 
service user guide. 

TOP provides us with the 
opportunity to be the first treatment 
system in the world with a systematic 
outcome measurement approach across 
all the treatment modalities. Potentially it 
will be a key tool for us to shape and 
reshape our services in order to 
maximise the impact of our treatment 
approaches and hopefully it will be a 
tool to motivate and enhance service 
development and service delivery. 

For more information on the TOP 
and on its roll-out in your area, see the 
TOP section on the NTA's website 
(www.nta.nhs.uk/TOP) or contact your 
NTA regional team. 
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You're the top, 
you're Miss Pinkham's tonic, 

You're the top, 
you're a high colonic. 

(To the Cole Porter tune of the same name) 

It is so easy to nitpick and be grumpy and cynical about a 
new process like TOR So, here goes... 

Twenty years ago, as a bright green consultant, with a 
computer containing less technology than a modern 
wristwatch, my team established a database a bit like TOR 
We captured most of the first assessments, but no routine 
follow up data. The effort greatly outweighed the benefits. 

The TOP form is OK (possibly better but space is short) but, 
it is not anonymous, recording objective evidence is 
impossible, treatment type and concordance are ignored. 
Glossy (for managers - love the office of the guy in the 
picture - and keyworkers) and less glossy (for punters) 
instructions are being printed. Implementation is being 
piloted but will it be rolled out anyway even if insoluble 
problems are identified? TOP (down?) comes sans 
resources. Central costs are undisclosed. Key workers will 
fill them in, which may be OK with caseloads of 40, less so 
if 90. No doubt this was all discussed in detail at the 
lunch... I mean launch. 

Why is this being rushed through now, as the 
strategy nears its end? Why do governments and 
quangos never learn from past errors? Why, at my 
age, do I still ask stupid rhetorical questions? 

Every client in tier 3 and 4 must have a new form every 
three months. We are expected to set staff targets for 
(consensual) completion rates. No doubt agency funding 
will become contingent on TOP completion. Not 
everybody will be greatly exercised by the ethical 
implications of all this. I am. I once took a piece of 
research to an ethics committee to have it turned down. 
The civil servant seeking to impose the utterly useless 
survey never spoke to me again. The criminologist invited 
me for tea and buns. I have preferred academics to 
bureaucrats ever since. 

So, TOP will be implemented, top down, under duress, by 
those lacking interest or aptitude, on a disliked population 
whose confidentiality is under ever-greater threat, and who 
can provide misleading information, without objective 
verification. What is to stop staff massaging the data? If 
you get to peer review the first academic paper, would you 
accept the data for publication? 

And so it begins. Blood and sweat will be spilt, and after a 
year or two TOP will be put down, quietly, as I believe a 
similar scheme was in Australia. Nobody will be blamed, 
and nobody will go to the funeral. 

Dr Andrew McBride, Consultant Addiction Psychiatrist, 
Oxfordshire and Buckinghamshire Mental Health 
Partnership NHS Trust 


TOP will have benefits for treatment quality 

One of the many reasons that I love working in the field of 
addiction is that I have a sneaking admiration for rebellious 
anti-authority attitudes. I was therefore surprised that my 
colleagues have generally welcomed the news that a valid 
and reliable outcome measure has been developed for 
regular use by treatment agencies across England. 
Measuring outcome in fields such as cardiac surgery strike 
me as rather straightforward - if I was a patient I'd be 
looking at two simple outcomes: death or survival (I'm sure 
there are other parameters but those two would hold most 
importance for me!). In the case of a chronic relapsing 
condition such as addiction, outcomes are much more 
difficult to quantify. 

I was lucky enough to attend the launch of the TOP on 
behalf of SCAN, where the scientific work that went into 
developing the tool was outlined. My own team had been 
involved with the piloting of the TOP and had found, in 
common with other teams attending the launch, that the 
TOP was easy to use. A frequent remark was that "its only 
one side of A4" which appeals to many of us who have an 
aversion to completing lengthy forms containing questions 
of sometimes limited relevance to our patients. 

In my view, one of the most important points made at the 
launch was how the items on the TOP were selected. 

Whilst attendees recognised that many other issues may be 
important clinically with individual patients (for example 
sexual risk behaviours, victimisation etc), the TOP 
concentrates only on those items which have been 
demonstrated to be reliable and valid. There is of course a 
hypothetical risk that treatment staff will concentrate only 
on those items contained in the TOP when care planning 
and reviewing their patients. However, I think this is 
unlikely, given the generally high quality of motivated staff 
working in our treatment services. 

A potential benefit of the TOP is to help the key-worker 
and patient focus on the actual changes that may or may 
not have occurred and for both parties to evaluate the care 
plan in this light. I think this will represent a useful structure 
in the care plan review process, perhaps particularly in 
those patients who have been in treatment for lengthy 
periods. 

The TOP represents a move away from a "never mind the 
quality" culture that is unfortunately sometimes associated 
with the laudable aims of increasing numbers of service 
users in treatment. I think most of us working in the 
addiction field welcome this change of emphasis. Good IT 
systems are vital to support the data collection and 
managers need to ensure that these facilities are available 
to all staff. I think the long term results of this project will 
be fascinating to all of us involved in providing addiction 
treatment. 

Dr Sally Porter, Consultant Addiction Psychiatrist, South 
London and Maudsley NHS Trust, Oaks Resource Centre, 
Croydon. 
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SURVEY OF PATIENT-REQUESTED 
SECOND OPINIONS IN 
ADDICTION TREATMENT 

Drlshaan Gosai, Specialist Registrar, Harbour Drug and Alcohol Service, Plymouth 


Introduction 

T he practice of requesting second 
opinions is now commonplace in 
psychiatry In branches of psychiatry other 
than addiction it is a statutory obligation 
when a patient is detained under the Mental 
Health Act. With an increasing shift towards 
patient-led care it has become more 
common for patients to request second 
opinions in other branches of health care. 
Although this practice is still fairly rare in the 
addiction treatment setting, it is likely such 
requests will become more commonplace. 

A survey of the addiction consultants in 
SW England was carried out to ascertain how 
they would view the creation of a system to 
facilitate second opinions, what it could look 
like, and what the potential pitfalls could be. 

Method 

A questionnaire was developed and 
electronically distributed to the 17 
addiction consultants in the South West 
region. It covered the domains of ‘important 
characteristics in a second opinion 
consultant’, ‘speed of response to request’, 
‘second opinion delivery’, ‘logistical 
concerns’, ‘fees’, ‘contents of a database’ (of 
consultants willing to participate), and 
whether the number of second opinions 
should be limited. 

After an initial response people were 
further reminded about four weeks later to 
try and increase the response rate. 


Results 

A response rate of 59% was achieved. Of 
these 7096 felt “level of experience” was 


most important in a second opinion 
consultant (fig.l). Patient preference was 
most important to 4096 of respondents. 
Speed of action was rated as least important 
to 5096 of respondents. Most thought a 
minimum 3 years’ experience as a consultant 
was required (range 1-5 years). 

Fig. 2 shows the expected time of 
receiving a response to a request for second 
opinions with expected time to provide one. 
This shows a wide range of expectations 
from one to more than four weeks. In 
addition there were disparities between what 
consultants wanted in terms of speed of 
response and the speed with which they 
were prepared to respond! 

We also asked consultants what they 
viewed as their own expected time from 
giving a response to doing the second 
opinion. Forty per cent thought they would 
be able to do it in 3 - 4 weeks. 

The greatest anticipated demands on 
time were: background reading (4096), 
admin/ liaison, assessment and report-writing 
(3096), the burden of additional work in 
already stretched services (1096), and the 
review of complex patients (1096). 

When asked about travelling away from 
base to do second opinions, 3096 said they 
would travel up to 50 miles, 1096 would travel 
up to 75 miles, and 4096 would travel up to 
100 miles. “The ability to be there and back 
in a day” was thought by 8096 to be a 
reasonable distance for a patient to travel for 
assessment, 1096 thought up to 50 miles, and 
1096 thought up to 75 miles. 

When asked for thoughts on how long 
an assessment would take, the largest 


percentage (3096) thought 1 - 2 hrs, and 2096 
each thought 2 - 3hrs, 3 - 4hrs, and more 
than 4 hrs. 

On the subject of charges, opinion was 
divided, with 3096 maintaining there should 
be a standard rate and 3096 that there should 
be a standard rate with an optional 
surcharge. A smaller number (1096) thought 
that if second opinions were done outside of 
contracted NHS time, then one should be 
allowed to set one’s own fee. 1096 suggested 
an inter-trust agreement, and 1096 thought 
no charge should be made. 

When entry on to a centralised database 
was considered, 4096 said they were 
prepared to be included, 6096 said they 
would not. Details about second opinion 
specialists thought appropriate to retain on a 
database are shown in Table 1. 

A third of consultants thought a “second 
opinion centre” would be a good idea, 4096 
thought it was possibly a good idea, and 3096 
thought it was not a good idea. This led onto 
the question of “movement of patient 
records” (where some responders selected 
more than one option). Most (8096) thought 
a courier would be effective, 2096 thought 
patient held records would be acceptable, 
and 2096 did not respond to the question. 

With regard to numbers of requests: 4096 
suggested limiting the number of requests a 
patient could make to one, 3096 suggested a 
limit of two, 2096 suggested no limit and 
there was a suggestion that the first request 
was “on the NHS”, implying that any 
additional requests would have to be paid for 
by the patient. 

Concerns expressed about this type of 
service highlighted that it should not 
become a “business” and that second 
opinions would create additional work in 
posts already stretched for medical cover. It 
was questioned whether there would be 
sufficient demand for a “second opinion 
centre” but also that there would be 
problems if there was a high demand. 

It was thought that a second opinion 
service could be useful in areas where there 
was a lack of consensus about the most 
appropriate treatment amongst the specialist 
peer group, but that this system could 
impact on relationships with colleagues by 
“second-guessing” clinical decisions, or by 
the refusal to do second opinions leading to 
increased stress for colleagues. Another 
comment made was that problems agreeing 
“who pays?” may well discriminate against 
poorer clients. 

Conclusion 

T he response rate of 5996, although 
adequate, suggests that a regularly 
updated database could serve, at the very 
least, as a more efficient means of accessing 
the opinions of addiction consultants. The 
absent 4196 might be attributed to other 
demands on time or difficulties with the 
electronic format of the survey 

Most consultants had a similar opinion 
on the amount of experience a second 
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opinion addiction specialist should have. 
There is also some consensus in times that 
consultants expect to get responses and 
expect to give responses. Opinion, however, 
remains divided about the feasibility of 
maintaining a database-driven second 
opinion service, with concerns that it may 
prove logistically demanding and difficult to 
systematise. 

A system such as this does have 
implications for service provision nationally 
It offers a vehicle for increasing consensus 
among peers and the potential for more 
standardised treatment approaches across 
trusts. It would also serve to highlight 
difficulties certain areas have in offering 
different treatments. 

Thanks are due to Dr Alison Battersby for 
advice on this project. 


Table 1. Information that should be stored on 
a second opinion database 



Yes 

No 

cv 

70% 

10% 

Special interests 

60% 

20% 

Photograph 

o%; 

100% 

Days Available 

60% 

20% 

Pt has option to travel to consultant 

50% 

30% 

Consultant able to travel to Pt 

60% 

20% 

Referral-to-action time 

50% 

30% 

Potential reasons for not seeing Pt 

60% 

20% 


FIGURE 1 

What is important in providing second opinions? 




Smoking Cessation: a visit to CENTURY, USA 

Dr Lucy Spirling, Specialist Registrar, South London and Maudsley Trust 

Introduction 

Having a keen interest in smoking cessation and currently setting up a smoking-cessation service 
for mental health patients at The Ladywell Unit in Lewisham, I jumped at the opportunity of using 
a SCAN travelling fellowship to visit the Center for Nicotine and Tobacco Use Research at Yale. 

CENTURY is based at the Connecticut Mental Health Center (CMHC) at Yale University School 
of Medicine in New Haven, USA. Dr Bruce Rounsaville, Professor of Psychiatry at Yale University 
School of Medicine, and Dr Suchitra Krishnan-Sarin, Director of Career Development Core at 
CENTURY organised an excellent schedule for me, of which I would like to share some highlights. 
(Full report on the SCAN website.) 

Experience gained 

Contingency management (CM) for smoking cessation in adolescents: On my first day I was 
whisked away for my first taster of CENTURY'S research programme and also of American high 
school life. Dr Ty Schepis invited me to a first counselling session with a teenager from West 
Haven High School. CENTURY has extensive experience using CM for smoking cessation in adults 
and hopes to extrapolate this for use in adolescents. Subjects are randomly assigned to CM-only, 
cognitive behavioural treatment (CBT)-only, or CM + CBT. Subjects are rewarded for abstinence 
and attending counselling sessions. The total potential payment to subjects in the CM-only group 
is more than $400. As to how CM could be implemented within the clinical world remains to be 
seen - especially if one is contending with NHS budgets! 

Use of naltrexone in weight-concerned smokers: Dr Stephanie O'Malley and Dr Benjamin Toll 
are investigating whether naltrexone can be used in smoking cessation treatment to help reduce 
weight gain and thus improve outcome. Study findings could prove of particular importance for 
mental health patients wishing to quit smoking, for which weight gain is an especially sensitive 
issue as a consequence of psychotropic medication. 

Secret tobacco industry documents: Dr Toll gave a fascinating presentation on the "secret" 
internal tobacco industry documents that came to light in 1994 when an anonymous source 
secreted private tobacco industry documents on his person and sent them to Dr Stanton Glantz 
(Professor of Medicine at the University of California, San Francisco). The documents revealed the 
tobacco companies had known for years the damage cigarettes caused but had continued to 
promote their product and its dependence-inducing properties. 

Smoking cessation program for psychiatric inpatients: Dr Jennifer Vessicchio, program 
coordinator, described the smoking cessation program for inpatients at the Connecticut Mental 
Health Center, which is smoke free, but where "smoke-breaks" are provided. Meanwhile at Yale 
University Psychiatric Hospital a complete smoke-free policy exists. Patients are provided with 
nicotine patches and gum. Staff reported improved patient behaviour since abolition of smoke- 
breaks. Patients are not preoccupied with achieving smoke-breaks and their behaviour therefore is 
not motivated by such. 

Substance Abuse Treatment Program at Veterans Administration Connecticut Healthcare 
System: I met Drs Judith Cooney and Ned Cooney who have championed research in integrating 
smoking cessation treatments with alcohol detoxification treatments. One of their recent papers 
noted that "the acute effects of smoking cessation are unlikely to increase risk of relapse to 
alcohol in alcoholic patients who are undergoing treatment" 1 . I also 
gained clinical experience of "quit day" sessions in a group of military 
veteran patients ranging from their mid-20s to an octogenarian. 

Conclusions 

I learnt a vast amount in areas ranging from tobacco and smoking 
cessation policy to research to clinical practice. Thank you to SCAN for 
making my trip possible. Thank you to those at CENTURY for welcoming 
me to Yale and making my experience a great one. 

References 

1) Cooney, J.L., Cooney, N.L., Pilkey, D.T., Kranzler, H.R. & Oncken, C.A. 

(2003) " Effects of nicotine deprivation on urges to drink and smoke in 
alcoholic smokers". Addiction, 98(7), 913-921. 
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SPIRITUALITY 



Professor Chris Cook 
Professorial Research Fellow 
Department of Theology and Religion 
Durham University 


CONSIDERING THE LINK BETWEEN 
SPIRITUALITY AND ADDICTION 


I n the addictions field, as in palliative 
care, there has been a particular 
interest in the subject of spirituality in 
recent years. Why is this? End of life 
concerns perhaps more obviously 
include a spiritual dimension. Most faith 
traditions provide teaching on what 
happens after death, and so religious 
concerns come to the fore. Questions 
about purpose and meaning in life are 
more likely to arise when the end of life 
is at hand. But the link between 
addiction and spirituality might seem 
less obvious. Why should people with 
addictive disorders be any more likely to 
grapple with spiritual issues than, say, 
those with affective disorders or major 
mental illness? 

One answer to this question may be that 
in fact people with addictive disorders 
are no more or less likely than others to 
be concerned about spirituality. Perhaps 
a concern with spirituality is common to 
all people who suffer mental or physical 
distress? Or, perhaps, the concern is not 
so much one of people who suffer from 
addiction as those who seek to help 
them? There might be some truth in 
both of these responses, but there is also 
reason to believe that addiction poses 
specifically spiritual challenges to those 
who are addicted. In trying to gain a 
better perspective on what the link 
between spirituality and addiction is, it 
might be helpful to look first from an 
historical perspective. 

Up until the late 18th century, at least in 


Western Europe, behaviour that we 
would now call addiction was primarily a 
religious and spiritual concern. 
Drunkenness was a moral issue, not 
particularly different from adultery or 
theft or many other social concerns, and 
spirituality had not been distinguished 
from religion in the way that it 
commonly is today. In the wake of the 
European Enlightenment, and following 
the works of Benjamin Rush and 
Thomas Trotter and others, the concept 
of chronic inebriety and, subsequently, 
addiction gradually came to be a 
predominantly medical concern rather 
than a religious one. 

In the 20th century, it was the 
experience and philosophy of Alcoholics 
Anonymous (AA), and subsequently the 
sister organisations also based on its "12 
Step" programme (Narcotics 
Anonymous, Alanon, etc), that 
managed to maintain a link between 
medical and religious thinking about 
addiction. However, the spirituality of 
AA became a distinctively secular rather 
than a religious one, and its programme 
of help was from the outset one of 
mutual help, not a professional or 
medical one. At the same time, various 
faith communities continued to respond 
to the moral and spiritual evils of 
addiction, each in their own way. In the 
UK, Christian communities and other 
Christian organisations continue to 
provide a significant proportion of non- 
statutory provision for people caught up 
in the web of addiction, exceeded only 


by treatment programmes based upon 
the 12 Step programme. Elsewhere in 
the world, and to a lesser extent in the 
UK, treatment programmes offered 
within the framework of other faith 
traditions are offered as well. 

Whilst Christians and others continued 
to respond to addiction on the basis of 
religious concern, and whilst 12 Step 
programmes reflect the spirituality and 
concerns of those who have themselves 
experienced addiction, "mainstream" 
medical and psychological responses 
developed (as did healthcare generally) 
along more purely scientific lines. This is 
not to say that medical healthcare has in 
practice been entirely without concern 
for spirituality, or that spiritual responses 
to addiction have not taken on board 
the discoveries and innovations of 
psychology and medicine, but in general 
it would seem true to say that spiritual 
responses to addiction have represented 
a parallel response to addictive disorders, 
separate to mainstream healthcare. 

There are historical reasons, then, why 
non-statutory provision for people with 
addictive disorders might be concerned 
with spirituality. At least a part of this 
provision (that originating in the 12 Step 
movement) reflects predominantly the 
spiritual concerns of those who are 
themselves addicted. But what is 
spirituality? One of the main concerns 
expressed in scientific circles is that 
"spirituality" is without meaning, or else 
susceptible of diverse meanings, and 
thus should be abandoned as a useful 
scientific concept. It is true that there are 
various ways in which the idea of 
spirituality can be expressed, and that it 
is at times a rather subjective concept. 
However, it would seem premature to 
abandon an aspect of human 
experience which at least some of those 
who suffer from addiction have 
themselves identified as being one of 
their primary concerns. Research is also 
beginning to find ways of 
operationalising the concept of 
spirituality and is obtaining some 
interesting preliminary results in support 
of the relevance of spirituality to 
addictions treatment. 

It is not possible here to provide a full 
answer to the question of what 
spirituality is, but a working definition 
would be likely to recognise it as a 
dimension of human experience 
concerned with relationships with self, 
others and a transcendent order. This 
touches on matters of fundamental 
importance and human concern, 
notably, but not exclusively, matters of 
meaning and purpose in life. 
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What, then, are the specific spiritual 
challenges confronted by those who 
suffer from addictive disorders? This 
question could obviously be answered in 
various ways. The spirituality of the 
respondent, as well as that of the 
questioner, might itself be important in 
clinical work with people suffering from 
addictive disorders. This, then, might be 
a matter worthy of clinical enquiry. 
However, if we accept for a moment that 
enquiry about the spiritual beliefs of 
patients might be a part of good clinical 
care in all areas of medicine, what might 
we expect the spiritual concerns of 
people with addictive disorders to be? 

Addiction is concerned with the human 
experiences of desire, motivation, and 
responsibility for behaviour. In particular, 
it concerns a kind of inner struggle that 
people have with their own behaviour 
and the effect that this has upon 
themselves and others. We all do things 
at times which we regret, and so it might 
be said that we must all experience some 
degree of conflicted motivation. On the 
other hand, some people seem not so 
much to struggle with their addiction as 
to deny that they are addicted, or else to 
justify addictive behaviour. 

That said, personal responsibility for 
behaviour and the adverse effects that it 
has had on self and others would seem 
to be something that should be explored 
in addictions treatment. Whether or not 
the teachings of AA or of a particular 
faith tradition are accepted, these 
matters touch on existential questions, 
and also are likely to be associated with 
feelings of guilt. They further raise the 
question of where someone looks for 
help when they feel that their personal 
resources have proved inadequate or 
have been exhausted. 

The link between addiction and 
spirituality does not require that the 
doctrines of a particular faith tradition be 
accepted, or that a 12 Step programme 
must be accepted as the only realistic 
pathway to recovery. However, it does 
suggest that an exploration of spiritual 
beliefs might be an important part of an 
overall understanding of how someone 
perceives their own addiction. It also 
suggests that, even if only for some 
people, a pathway to recovery from 
addiction will best be found within a 12 
Step programme, or within the 
framework offered by a faith based 
organisation. Perhaps a positive 
acceptance of spirituality - their own, 
and that of other people - might also be 
regarded as an important quality of all 
who work with people who suffer from 
addictive disorders. 


SpR special 
interest survey 


Dr Mohammed Faizal, SCAN SpR 

Introduction 

The SCAN survey of specialist registrar 
addiction training in 2006 1 highlighted 
variation in training experience across the 
UK. There were many areas identified for 
improved training opportunities. Some of 
these were inpatient experience, medico¬ 
legal training in addiction, specialist clinics, 
experience of prison service, audit and 
research experience. Based on these 
findings, SCAN along with Royal College of 
Psychiatrists Faculty of Addictions, aimed to 
explore core training opportunities and 
special interest sessions available for 
addiction trainees in UK. 

The survey found that 51% of addiction 
trainees did not receive any inpatient 
experience and 50% did not receive any 
training in medico-legal work in addiction. 
According to the specialist training 
handbook 2 , core skills necessary for all 
substance misuse posts include ability to 
manage withdrawal states and detoxification 
and ability to assess and manage 
dependence to all substances including 
stimulants. 

Method 

A postal survey of consultants in addiction 
psychiatry in England was conducted. All 
addiction consultants in England in the 
SCAN database were posted a questionnaire 
requesting demographic details and their 
SpR trainer status. The questionnaire 
included the following: availability of 
inpatient facilities; availability of outpatient 
facilities; specialist services (ethnic minority 
service, injectable clinics); medico-legal 
training opportunities; experience in prison 
addiction psychiatry. 

The questionnaire was posted with a 
covering letter explaining the reasons for 
conducting this survey. Addiction consultants 
were sent the questionnaire irrespective of 
their trainee status as they would be 
providing specialist services which could be 
used for special interest sessions. 

Results 

Seventy-three consultants in England (from a 
total of 249) responded. 71% of respondents 
were SpR trainers. In summary 
40% of respondents said they 
provided a combined alcohol 
and drug inpatient facility, 11 % 
said they had alcohol inpatient 
facilities and 10% had inpatient 
drug only facilities. In effect only 
trainees working with 40% of 
consultants had the opportunity 


to gain inpatient experience in detoxification 
and management of both alcohol and drugs. 
A further 21% of consultants had facilities for 
either alcohol or drug inpatient treatment 
and the remaining 39% of consultants had 
no facilities to provide inpatient training. 
These results reflect the findings from the 
earlier specialist registrar SCAN survey. 

The results were more promising for 
outpatient facilities. 14% had alcohol 
outpatient facilities, 25% provided drug 
outpatient facilities and 61% had outpatient 
facilities for both drugs and alcohol. Some of 
these respondents were in the same region 
and trainees may have the opportunity to 
rotate between posts to gain required 
experience. 

Availability of specialist clinics was scattered 
all over England. 60% said they had the 
provision for supporting trainees in medico¬ 
legal experience. 63% had specialist services 
for pregnant women. Only 7% of the 
respondents said they provided experience 
in prison substance misuse services. There 
were many other highly specialist services 
such as clinics for ethnic minorities, 
injectable prescribing, stimulant clinics. 

Some services such as ethnic minority clinics, 
injectable prescribing were mostly 
concentrated in London. 

Conclusions 

The survey showed regional variations in 
training experience and facilities to obtain 
skills in core areas such as inpatient facilities. 
The findings from this survey were similar to 
findings from the SCAN SpR survey. This 
survey could be used to collate information 
about training opportunities available 
nationally to consider aligning the training 
schemes to facilitate movement of trainees 
from one scheme to another to gain 
specialist experience. The proposed plan at 
this stage is for SCAN to have a list of 
available training opportunities in each 
region to facilitate trainees from other 
regions to access them with support from 
individual consultants. There is a pressing 
need to plug gaps in training so that 
addiction consultants have the appropriate 
competencies. 
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Assessment and management 
of physical co-morbidity in 
addiction populations 


Assessment and Management of Physical 
Co-morbidity in Addictions Populations: 
report on a course in Birmingham 
University by Dr Michelle Butterworth, 
Specialist Registrar, Acute Assessment Unit, 
South London and Maudsley Trust 

OVER recent months, I have become more 
concerned about my ability to recognise 
and adequately address the physical 
concerns of substance misusers, so when 
my supervising consultant asked if I would 
like to go on a course designed specifically 
to address these issues, I leapt at the 
chance. 

The Uffculme centre, a satellite teaching 
centre of Birmingham University, is an easy 
drive from London. Since it is situated in 
the south of the city, there was no need to 
negotiate the dreaded spaghetti junction. I 
travelled the night before and stayed at the 
not-very-stylish-but-very-modestly-priced 
Gables Hotel, approximately 1 mile away in 
Moseley and so arrived, fresh as a daisy, for 
the very civilised 9 30 start. 

The lecture theatre itself was deliciously 
reminiscent of medical school, which was 
very appropriate since the content of the 
day reminded me of a pre-finals 
‘consolidation’ course. 

After a brief welcome and introduction by 
the organiser, Dr Ed Day, the teaching was 
divided into 3 parts with a panel ‘question 
and answer’ session at the end. Each 
section consisted of a short introductory 
lecture followed by three case histories, 
discussed in groups and facilitated by one 
of the three visiting lecturers, an excellent 
teaching strategy which encouraged 
participants to build on existing (if 
forgotten) knowledge and prevented the 
sessions becoming too dry. 

The medical school feel was particularly 
strong in the first lecture, ‘Physical 
Examination’ by Dr Tanya Pankhurst, which 
reminded me of the difference between a 
cardiac thrill and a heave. It also reassured 
me that although I won’t be getting my 
MRCP just yet, my physical examination 

skills are perhaps not as 
shoddy as I thought. This 
was followed by the first 
bout of case histories. 
The most useful of which 
I felt, was the ‘Fever’ 
history, a common 
enough scenario in the 
drug using population, 
which demonstrated a 
number of important 
clinical points including 
the wide range of 
differential diagnoses to 


be considered and that non-IVDU causes of 
a fever e.g. malaria also need to be 
considered. 

After a short coffee break, we were into the 
hepatology part of the day. The main focus 
was on hepatitis C and alcoholic liver 
disease with a very interesting case history 
illustrating the challenge of interferon 
treatment in those with a mood disorder. 
This real case had clearly caused a number 
of difficulties and stimulated much 
comment amongst the participants. 

The afternoon session focused on general 
medical conditions in the psychiatric 
population and included a case history on 
lifestyle management and risk reduction in 
CHD. Clearly relevant to large swathes of 
the psychiatric and substance misuse 
populations, this particular case brought 
into prominence the importance of 
identifying and addressing areas that might 
otherwise be considered of secondary 
importance. 

The course finished on time, after a 
question and answer session, and I left 
Birmingham just ahead of the rush hour, 
ready to practise my newly honed skills on 
the unsuspecting population of South East 
London! 


New SpR Chair 

I am delighted to have this opportunity to 
write as the new SpR Chair for the Faculty of 
Addictions. Earlier this year I stood for 
election, a process organised by SCAN, and 
started officially in the role on the first day of 
the 2007 SpR conference in Bath in June. The 
conference was a great success and I was 
pleased to meet with colleagues from around 
the country. 

The position is for one year, and during 
this time I will be representing issues for SpRs 
within the Faculty. I have a particular interest 
in issues relating to training, and am keen to 
promote the need for high quality training for 
all juniors, both the old style SpRs and new ST 
doctors. I think a crucial aspect of the role will 
be communication with all addiction trainees, 
so I hope to get to meet and talk with many 
of you over the coming months. 

If there are any issues relevant to the 
College that you would like to be raised then 
please do get in touch. I'd be happy to discuss 
them with you via SCAN. 

Dr Billy Boland, SpR in Addiction Psychiatry, 

South West London & St George's Mental Health 
NHS Trust 



The Dual Diagnosis 


Dr Dave Armstrong, Clinical 
Director and Consultant Addiction 
Psychiatrist, &Tom Phillips, 
Consultant Nurse in Addictions, 
Addiction Services, Humber Mental 
Health Teaching NHS Trust, Hull 


"A pessimist sees the difficulty in 
every opportunity; an optimist sees 
the opportunity in every difficulty." 

THERE is nothing like a re-tendering 
exercise to bring out the pessimist. 
Three years ago the local 
commissioners served notice and 
tendered some of the local tier 2 
and tier 3 addiction services. 

A huge amount of energy was 
expended submitting applications, 
and it wasn't too surprising that we 
reverted to Winston Churchill's 
pessimist on receiving the results. In 
partnership with a local non 
statutory provider (Alcohol and 
Drug Service) we obtained contracts 
for Community Drug & Alcohol 
Teams (CDATs) and Tier 2 services 
throughout East Riding but were 
unsuccessful in obtaining contracts 
for the newly formed CDATs in Hull 
and lost the contract for the 
specialist addiction team both of 
which were awarded to services 
provided by the local PCT. 

The results triggered 
discussions about the transfer of 
staff to the new service provider in 
Hull. It was the attitude of many 
staff to possible transfer that 
created the opportunity for service 
development within dual diagnosis. 

Over the preceding years we 
had both been part of a group 
developing the Trust's dual 
diagnosis strategy. With PCT 
funding the Trust developed a pilot 
project that demonstrated some 
success in enhancing mental health 
practitioners' skills in assessing 
alcohol and drug misuse in mental 
health service users. Following 
tendering of addiction services a 
number of Trust employed staff did 
not wish to transfer to the PCT 
under the new arrangements. The 
Humber Trust was clear that it did 
not wish to lose highly skilled staff 
and identified a role for these 
practitioners within the dual 
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Liaison Service established by Humber Mental Health Teaching NHS Trust 


diagnosis strategy. With the support 
of our Trust and the Local 
Implementation Teams the dual 
diagnosis pilot was extended to 
form the Dual Diagnosis Liaison 
Service (DDLS). 

Service Definition 

There is a well recognised need to 
develop knowledge and skills to 
care for those with complex mental 
health and substance misuse 
problems 1 . Although guidance has 
been in place for some years, 
mental health staff have found it 
difficult to implement appropriate 
screening and assessment of 
substance misuse disorders 2 . 
Supported by the publication of the 
dual diagnosis policy 
implementation guide 3 , the Trust 
has used experienced clinicians 
placed within integrated 
community mental health teams 
(CMHT) to help address deficits in 
assessment and treatment of 
patients with dual diagnosis. A 
decision was made not to replicate 
models of service which relied on a 
separate dual diagnosis team. 

The aim of the DDLS is to 
support 'mainstream' mental health 
staff in assessing and delivering 
interventions to patients with dual 
diagnosis. This is achieved by a 
practice development model 4 . 
Previous models of practice 
development in addiction have 
focused on primary health care 
settings. We adapted the primary 
health care practitioner model 
operated by St. George's, University 
of London, which developed 
practice by integrating an expert 
practitioner within a given practice 
for a pre-determined period to 
promote change in practice: we 
adapted the model to focus on dual 
diagnosis within CMHTs. 

The role of the dual diagnosis 
liaison nurses is to provide informal 
and formal training sessions, be an 
information resource for staff, 
model interventions, give guidance 
on good clinical practice, advice, 
supervision, and facilitate joint 
working and liaison between 
substance misuse and mental 
health services. This model 
maximises the impact of the service 
given the limited available resource. 


The front line DDLS staff 
consists of five nurses with 
extensive addiction and 
mental/physical health nursing skills, 
one of whom is the team leader. 
According to the Trust's priorities, 
each nurse is integrated into a 
designated Community Mental 
Health Team for a 6 month period. 
At the beginning of a placement 
CMHT staff receive formal training 
on protocols and clinical assessment 
and management of substance 
misuse. The DDLS nurses help to 
establish appropriate screening and 
assessment of new patients, 
undertake short pieces of work 
jointly with the patient's key worker 
and supervise direct work with the 
key worker. None of the Team has 
key worker/care co-coordinator 
responsibilities, a strategy which 
took time to sell to overstretched 
CMHT staff. 

During the placement the 
nurses are clinically accountable to 
the mental health team, but receive 
team supervision from the Clinical 
Director and Nurse Consultant in 
addictions and day-to-day support 
from the senior nurse for addiction 
services. At the end of the six 
month placement the DDLS nurses 
rotate to another CMHT whilst 
maintaining links with previous 
placements. The initiative has been 
principally developed and led by 
addiction services senior 
management team though a cross¬ 
discipline steering group of 
addiction and adult mental health 
staff which co-ordinates and 
monitors the strategic development 
of the service. 

Challenges 

A series of audits of the Trust's 
acute psychiatric inpatient units 
during the late 1990's estimated 
40-50% of all acute admissions had 
a probable dual diagnosis (i.e. 
severe mental health problem and 
co-existing substance misuse 
problem). Although mental health 
staff acknowledged the problem 
the prevailing perception was that it 
wasn't their role to address 
substance misuse problems in 
patients with a mental illness. There 
wasn't a wellspring of interest 
within adult mental health services 


to change, and while individual 
workers could talk at length about 
difficult cases, their preference was 
to refer on to someone else to do 
the work. 

A huge amount of work is 
required to ensure clinicians and 
managers within mainstream 
mental health services are aware 
and supportive of the initiative. To 
underpin the service DDLS has 
developed policies on the use of 
drugs and alcohol on psychiatric 
wards, reviewed clinical procedures 
for assessment, devised treatment 
protocols and reviewed service 
budgets to ensure access to breath 
alcometers and drug toxicology 
screening. 

Although we had secured initial 
PCT funding for a pilot scheme 
persuading commissioners that it 
was worthwhile investing in a DDLS 
and sustaining, wider senior 
management interest was harder 
and required an evaluation of 
placements. As there was no 
additional research money available 
we used a model of evaluation 
measuring the change in clinical 
attitudes and skills in relation to co- 
morbid patients. Two weeks prior to 
the six month placement the DDLS 
visit the service areas to discuss the 
service elements and CMHT staff 
are asked to complete the 
Comorbidity Problems Perceptions 
Questionnaire 5 . The questionnaires 
are coded so that a second 
questionnaire can be 
compared on 
completion of the six 
month placement. 

The questionnaire 
has six subscales 
which are 
defined as; 

Role 

Adequacy, 

Role 

Legitimacy, 
and Role 
Support, 

Motivation, 

Satisfaction, 
and Professional 
Self-esteem. 

Additionally, DDLS 
nurses record the type 
and length of 

intervention offered to staff 


during the placements to help 
identify what "dose" of 
intervention may provide more 
beneficial effects. 

Strategies employed 

• The senior management team 
became the "PR" outfit for the 
DDLS and the Policy 
Implementation Guide was useful 
in reinforcing local strategy. 

• Valuing staff expertise through 
the opportunistic redeployment of 
experienced addiction staff has 
produced positive benefits to 
date. The service relies on 
enthusiastic experienced DDLS 
staff who receive regular support 
and supervision. 

• Take it slowly e.g. the first step is 
to introduce CMHT staff to the 
idea that dual diagnosis is 
important, then get them to 
screen for it (we advise using 
AUDIT 6 and DAST-10 7 in all new 
patient assessments), then 
introduce the idea of a 
comprehensive assessment, 
followed by brief 
interventions/motivational 
interviewing/referral for joint work 
with a specialist addiction service 

• Evaluate service effectiveness and 
disseminate the results 

• Don't set your goals too high, in 
particular don't expect rapid or 
sustained change 

^1 
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DIAGNOSIS / CONT'D 


HOW TO GET STARTED IN RESEARCH 


• Keep contact with and revisit 
previous placements 

Progress 

• Gradual acceptance and 
appreciation of DDLS staff and 
the service model 

• Increase in the confidence and 
skills of front line mental health 
staff 

• Improved screening, detection 
and assessment of substance 
misuse by community and 
inpatient mental health staff. 
However, preliminary results 
identify that motivation and 
satisfaction in dealing with dual 
diagnosis problems remain 
unchanged. Further exploration 
of this result is needed. 

• Improved patient outcomes by 
implementation of appropriate 
care planning and evidence 
based interventions. 

• Change assessed by regular audit 
e.g. staff attitudes pre- and post¬ 
placement, case note audits and 
by interviewing senior clinical and 
operational staff at the end of 
each placement. Results so far 
suggest after the 6 month DDLS 
placement CMMHT staff felt that 

- Dealing with drug/alcohol use 

was a legitimate part of their job 

- They knew enough to do it 

- They felt supported in this aspect 

of their work 
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How to do a Cochrane Revie 



Dr Soraya Mayet, Specialist Registrar and 
Clinical Researcher, National Addiction 
Centre, Institute of Psychiatry and the 
Maudsley, Kings College London. 

SO you want to do some research but are not 
sure what to do and the prospect of getting 
Ethics and Research & Development Approval 
seem too daunting. Or you want to answer 
questions where the answer is uncertain, 
resolve conflicting evidence, confirm the 
appropriateness of your current practice or 
find out about best practice in addictions. 

How about doing a Cochrane systematic 
review? You will be helping to summarise key 
evidence to an international audience. You 
can work from home (as long as you have a 
computer, internet and online library access) 
although it will take time and dedication and 
is not easy 


The Cochrane Collaboration was founded in 
1993 (named after the British epidemiologist, 
Archie Cochrane) and produces and disseminates 
systematic reviews of healthcare interventions in 
addition to promoting the search for evidence. 
Cochrane systematic reviews help us to decide 
which inventions work and which don't. This is 
achieved by combining similar randomised 
controlled trials (RCTs), to generate a more 
reliable result, using systematic methodology to 
minimise bias. If the studies 
are similar, the results from 
more than one trial can be 
combined and a meta¬ 
analysis performed. 


What do I have to do? 

The first step is to think of a question. This 
should address healthcare interventions that 
are available. For instance which psychosocial 
intervention is best for opioid dependence? 
You may want to make the question quite 
narrow so it only relates to specific settings or 
make it broad. You should then approach the 
relevant Collaborative Review Group (CRG) to 
agree the review topic and register a title. 
Following which you submit a protocol and 
complete the review. Sounds easy... 

Full (265 page) step-by step guidance on 
how to complete the protocol and systematic 
review are provided in the ‘Cochrane 
Handbook for Systematic Reviews of 
Interventions’ available free on the Cochrane 
website under the ‘For Authors’ section. In 
addition this section gives several free web- 
based resources that are essential for 
completing your review. 

If you plan to undertake a review, you 
must start there. However I have simplified 


the process below, which is based on my own 
experience and the Cochrane handbook. 

Before starting your protocol, you need to 
think about who is going to be on your review 
team. Ideally you should have two (or more) 
people undertaking the study selection. 

One should have expertise in the topic, 
another in systematic review methodology 
First time authors are advised to work with 
experienced reviewers and attend free 
training courses. I highly recommend 
attending the ‘developing a protocol for a 
review’ and ‘introduction to analysis’ courses 
that are run throughout the United Kingdom. 
These were excellent introductory courses. I 
actually attended the courses towards the final 
stages of writing my Cochrane review and 
would have benefited from attending earlier. 
However, attending with some preparatory 
material for your review is useful to enhance 
your learning experience. 

Cochrane also advocate consumer- 
involvement at all stages of the review. 
Consumers may be part of the advisory group 
which could additionally have practitioners, 
methodologists and policy makers. This group 
could constitute the authors of the review. 
Although advisory groups would ideally meet 
in person during the production of the review, 
Cochrane have provided guidelines for 
‘collaborating online’ to reduce your carbon 
footprint. 

Next, you will need to download free 
‘Review Manager’ (RevMan) software that is 
used to prepare the protocol and review 
including analysis in the specified Cochrane 
format. 

I actually had quite a problem 
downloading this software, as NHS computers 
are often firewalled. 

Your local IT department may be able to 
help; alternatively this can easily be 
downloaded to your home computer. It is also 
important that each author is linked with their 
CRG editorial team from the beginning, as 
they can undertake systematic searches, 
distribution of studies, provide 
methodological support and will have set 
specific standards for the review. 

This can dramatically reduce your 
workload, which I didn’t realise until later. 

The workload is variable depending on the 
number of studies, unpublished work, 
experience of the authors and CRG support. 
For me, time was the major factor and some 
authors may want to seek funding for their 
time. If so, this will need to be declared. 

So now you have the tools, you can start 
work. First you will need to write the protocol 
which is outlined below. 



THE COCHRANE 
COLLABORATION* 
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Cochrane Protocol 

• a cover sheet - giving the title, citation details 
and contact addresses 

• the text of the protocol - consisting of an 
introduction (background and objective), 
methods (selection criteria (inclusion/exclusion 
criteria), search methods, data collection and 
data analysis), acknowledgements and conflicts 
of interest 

• tables and figures - relevant to the background 
or methods 

• references 


You need to construct a clearly defined 
question for your review, specifying the type of 
participants (e.g. opioid dependent), type of 
intervention (e.g. psychosocial), type of 
outcomes (e.g. retention in treatment) and 
type of studies (Cochrane recommend RCT’s). 
A systematic search for relevant studies is 
essential. You can start with electronic 
databases including ‘MEDLINE’, ‘EMBASE’ and 
Cochrane’s is developing an electronic 
database (‘CENTRAL’). Other databases may 
also need to be searched. By this point you 
should be in a position to complete the 
protocol in RevMan which will need to be 
submitted to the CRG. Once the protocol is 
accepted, it is published in the Cochrane 
Library Now the real work begins. 

Your CRG editorial team can help with 
examining new studies and sending these to 
you, accessing relevant studies via 
‘handsearching’ and searching their 
specialized register. It is good to do this earlier 
rather than later, as you will have to redo 
analysis with each new included study So you 
should definitely try to collate all the studies 
from your comprehensive search before you 
analyse data. You will have to go through a 
number of studies and decide which ones are 
relevant. Generally it will be possible to discard 
studies that do not fit your inclusion criteria 
from the abstract alone. Of the articles you 
retrieve, you will need to decide if they fit your 
inclusion criteria and additionally need to 
check their reference lists for relevant studies. 
You should keep track of all identified studies 
with specialized reference management 
software. 

As Cochrane say on their website 
‘Conducting a comprehensive, objective, and 
reproducible search for studies can be the 
most time-consuming and challenging task in 
preparing a systematic review. Yet it is also 
one of the most important. Identifying all 
relevant studies, and documenting the search 
for studies with sufficient detail so that it can 
be reproduced is, after all, largely what 
distinguishes a systematic review from a 
traditional narrative review ’. 

Data collection 

Now you have collected all your studies, you 
can start collecting data. Each study will need 


to be assessed for quality based on sources of 
bias. This will include checks for allocation 
concealment during randomisation. 

Cochrane suggest simple methods of 
quality assessment based on whether the 
criteria are ‘met’, ‘unmet’ or ‘unclear’. 
Additionally you need to develop a data 
collection form. Ours was paper, but I am 
contemplating the next one being electronic. 
This is extremely important as it is directly 
linked to the question you are asking, an 
historical record of the data and is where you 
collect the data for analysis. Data collection 
forms include information on the study 
references, authors collecting data, verification 
of study eligibility and the study characteristics 
(methods, participants, interventions, 
outcome measures and results). You will 
normally have to extract the raw data from the 
primary study which should be recorded on 
your form. You may need to contact the 
original author of the studies to get the raw 
data not available from the paper. Your data 
collection form will probably need to be 
piloted to ensure it does what it should. 

Data analysis 

We now come to the more difficult part; data 
analysis. Cochrane reviews contain analyses of 
the primary studies. Analyses may be narrative, 
such as a structured discussion of the study 
characteristics or quantitative involving 
statistical analysis such as meta-analysis. 
RevMan is able to perform meta-analyses and 
produce all the fancy forest plots (see below). 
However it is not always appropriate to 
perform a meta-analysis, particularly when 
studies are heterogeneous (varied). For 
instance in one of our Cochrane reviews the 
studies were so diverse that it was not possible 
to pool results and perform a meta-analysis . 
Whether a meta-analysis is performed or not, 
the results will generally focus on comparisons 
of the experimental versus control 
intervention. You are looking for direction of 
effect, size of effect, whether the effect is 
consistent across studies and the strength of 
effect. I won’t go into detail here: for full details 
on analysis see the ‘Cochrane Handbook for 
Systematic Reviews of Interventions’. 


Writing-up 

Once analysis is complete, you are not 
finished. You now need to interpret the 
results. You should think about the strength of 
evidence, applicability, other studies (perhaps 
excluded or non RCTs) adverse effects and 
implications of the research. Whilst the 
advisory group would have been useful in the 
early stages and you may well have split tasks 
between authors, it can be vital at this time for 
opinions on the conclusions and implications 
of the study Once you have completed the 
review (below), you will need to send it to the 
CRG for peer-review. 

The work is not finished until you get the 
final acceptance. You may need to make 
changes, you may also hear of another study 
that can be included whilst peer-review is 
taking place. This should not be a major 
problem, if you have good records, but 
remember it may mean re-analysis of the data. 


Cochrane Review 

• a cover sheet - giving the title, citation details 
and contact addresses 

• a plain language summary 

• an abstract - using a structured format 

• the text of the review - consisting of an 
introduction (background and objective), 
methods (selection criteria, search methods, 
data collection and data analysis), results 
(description of studies, methodological quality, 
and results of analyses), discussion, authors' 
conclusions, acknowledgements and conflicts 
of interest 

• tables and figures - showing characteristics of 
the included studies, specification of the 
interventions that were compared, the results 
of the included studies, a log of the studies 
that were excluded, and additional tables and 
figures relevant to the review 

• references 


Lastly, by performing a Cochrane review, you 
are obliged to keep the review updated. So 
you will have to complete the whole process 
again in the future. Although I have not got 
round to this yet, hopefully it should be easier 
the second time round. 
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A new approach 
to undergraduate 
training in 
addiction 

The recently published 
report, Substance Misuse in 
the Undergraduate Medical 
Curriculum, provides 
guidelines to improve 
undergraduate medical 
training in addictions. With 
substance misuse on the rise 
in the UK, the International 
Centre for Drug Policy 
(ICDP) at St George’s, 
University of London 
completed a survey of 32 
medical schools and found 
that training lacked 
coordination and was viewed 
as a specialty rather than a 
mainstream problem. 

The document has three 
core aims to improve 
undergraduate medical 
training in addictions. First, 
improve undergraduates’ 
understanding in substance 
misuse to allow them to treat 
patients with problems 
effectively, and prevent them 
arising where possible. 
Second, students should be 
able to recognise the effects 
of substance misuse in 
themselves. 

Finally, education should 
address attitudes in order to 
overcome “the stigma and 
discrimination often 
experienced by people with 
addiction problems”. 

The authors elaborate a 
method for implementing a 
more comprehensive training 
programme in substance 
misuse. 

Recommendations 
include core curriculum aims 
and outcomes, core topics 
and learning outcomes, and 
good practice in the 
organisation and delivery of 
the curriculum. The project 
proposes a new, more 
comprehensive way for 
medical schools to teach their 
undergraduates about 
substance misuse. 

• To access Substance Misuse 
in the Undergraduate 
Curriculum go to 
www. sgul. ac. uk/depts/icdp/ 
our-programmes 

Alyssa Armstrong, formerly 
acting SCAN administrator, 
now studying a postgraduate 
degree at LSE 
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SCAN appoints two policy advisors 

We are delighted to announce the appointment of two policy advisors 
to the SCAN team. 

Dr Judy Myles is a Senior Lecturer in Addiction at St George’s, 
University of London and Lead Clinician for Addictions at South West 
London and St George’s Trust. Amongst her many achievements Judy 
has developed and led addiction services in London 
and Bristol, and established the South West addiction 
consultants group. She has extensive experience in 
providing advice to the Department of Health and the 
National Institute of Drug Abuse in the US. She is the 
Course Director of postgraduate courses in addiction 
at St George’s and has been active in training in the 
UK and internationally. Judy is also actively involved in 
a wide range of research programmes. 

Dr Julia Sinclair is a Senior Lecturer in Psychiatry 
at the University of Southampton and an Honorary 
Consultant in Addiction Psychiatry in Hampshire 
Partnership Trust. She previously completed a D.Phil 
on deliberate self harm and alcohol at Oxford 
University where she worked as an MRC Research Training Fellow and 
Honorary Consultant. Julia has contributed to the development of 
NICE guidelines and has evaluated a scheme to support refugee 
doctors, as well as being active in ongoing research programmes. 

SCAN SpRs 

The SCAN SpR posts rotate on an annual basis, and this year we are 
fortunate to have two SpRs working with us for their special interest. 
Dr Zarrar Chowdary is currendy based at Earls House, Durham, and 
Dr Bhaskar Punukollu works at the Soho Alcohol Service and Chelsea 
Drug Treatment Centre. 



Time to say Goodbye 

A letter from Dr Mohammed Faizal, SCAN SpR 
I have had the opportunity to be a SCAN SpR for a year and sadly this 
has to come to an end. I have moved on to newer pastures with more 
responsibilities. The role of SCAN SpR gave me the extra confidence 
and skills to fit into a senior role with ease. When I took up the SCAN 
post a year ago it was clear there were expectations to deliver and 
deadlines to keep to. The whole experience was very enjoyable and I 
received a lot of support from the SCAN team and SCAN lead. 

The range of experiences included SCANbites editorial role for the 
SpR pages as well as writing articles for the publication, being part of 
project work such as the consensus project, the opportunity to 
conduct and be part of national surveys and organising the national 
conference for SpRs. These roles are flexible and it allows you to 
develop analytical skills with support from the team and regular 
supervision from Professor Drummond. 

I took the role to be part of an organisation that represents the 
addiction profession and the timing of this was interesting due to New 
Ways of Working and uncertainties faced by the field. On a personal 
level I enjoyed the variety and challenges of being an addiction 
specialist. This post certainly spiced up my CV and I sold my role well 
in the interview to grab the next opportunity. I realise learning is a 
lifelong process and I am facing new challenges as a consultant. 

I only doubt that I would miss the journey to London given that 
winter is only few months ahead, but will certainly miss the 
brainstorming sessions and team meetings. I wish my successor(s) an 
enjoyable year ahead. 
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Regional Networks 

West Midlands: Wednesday 17th 
October 

South West: Friday 12th October 
South East Region Addiction 
Psychiatrists' Forum: Friday 5th 
October 

London (LDDCG): Wednesday 19th 
September 

Hampshire Addiction Specialists: 
Thursday 27th September 
North Eastern Addiction Specialists 
Group: Thursday 8th November 
Eastern Region Addiction Forum: 
Friday 9th November 
East Midlands Addiction Consultants' 
Meeting: Friday 28th September 
Northwest Regional Meeting: 

Monday 5th November 

National Events 

SSA Annual Symposium 2007 
15-16 November 2007 
York Moat House 
Contact: Graham Hunt 
Tel:+ (0) 133 295 2787 
Graham.hunt@leedsmh.nhs.uk 

Reducing the Harm Caused by Alcohol: 
a co-ordinated European Response 
13 November 2007 
Royal College of Physicians 
conferences@rcplondon.ac.uk 

Alcohol Concern Annual Conference 
and AGM 2007 "Too much too young? 
Alcohol and Young People" 

07 November 2007 

Glaziers Hall, London 

T: 020 7264 0510 F: 020 7488 9213 

conference@alcoholconcern.org.uk 

www.alcoholconcern.org.uk 
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